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SUMMARY

Thies paper describes the development of a program which uses
paraprofessional home visitors, who are cesignated as Child Develop-
ment Trainers, as disseminators of fnformation necessary for the growth
and development of the fetus and young infant. The low income population
served is similar to thu one described by Eleanor Pavenstadt in "The Drift-
ers.'" Weekly home visits were designed to aid the expectant mother to under-
stand her own nutritional needs and to prepare for the arrival of her new in-
fant. The difficulties of recruitfing and convincing families who have had
less than satisfactory assocfations with other community agencics i{s dis-
cussed, and the ".nique advantages of usfing the parvaprofessional for this
type of home visit work will be explored. Data presented will include
dietary records of both mothers and chiléren before and after birth of
the child. Such records document speciffcally the nced for more system-
atic attention to the nutritional nceds of the low income mother and child
on the part of community agencies providing services for families. Weckly
teports submitted by the paraprofessionals were condensed and presented to
provide varfous demographic descriptions. The paraprcfessional reports
on parental participatfon in fnfant learting fnteractfons were presented
to index maternal attitudes toward such particfpation f{n infant learning
experfences and to monitor changes in these attitudes with time. (A drief
explanatfon of the cognitive, nutritional and health programs will bte pre-
sented and selected anecdotal records will fllustrate the reaction of dif-
ferent famflies to this program.)
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In September of 1969, ten women were hired by the Syracuse University Children's
Center to assume the paraprofessional role of Child Development Trainer, (CDT). These
women came from a varfety of backgrounds and experience, but a comwon denominator in
most cases was living experience fn the neighborhoods in which they weuld be work-
ing.

The methods and philosophy of selecting and trainfng pararofessjionals expressed
by Lally in Gordon's (1969) final report to the Children's Bureau were followed. The
orogram began with an eight-week training sessfon, during which time the women were
trained in nutrition, health, interviewing techniques, and early cognitive input to
infants. The CDT's received instruction from dfetftfans, child psychologists, socfo-
logfists, nurses, and teachers, each of whom demonstrated skills from their own fields
which were necessary for the successful functioning of a future home visftor. 1In addi-
tion to lectures and talks, the CDT's participated in practice and role-playing ses-
sions vhich gave them practical experience in the skills they would be using, as
well as some experience with problems whic might arise when they were actually {n
the homes. The CDT's also spent many hours as teacher's afides in the varfous class-
rooms of the nursery school in srder to obtain first-hand experience in dealing uith
the younz child.,

The CDT's moved into their home visit program slowly. They began with oniy
oue or two cases which were efther expectant mothers or mothers of six-month-old
*a%fes who had entered the nursery school ptogram. Gradually, the case load in-
~teased to the lirft of twenty families per CDT. The entire cperation of tue howe
visit program fs based on one assumption. This ascumption fs that each of the
ferilizs visited wants everything possible for their child, and that they are will-

iz to provide {t if they knos what nceds to be done.




THE SA¥PLE

The oames of the mothers who participated in the program were drawn from
various soarces. In order to obtain tho names of expectant mothers, hospital
clinics vere cmtacted in tha Syracuse area. The names of those mothers who were
pregnant fer the first or second time were given to a member of our staff, so that
we could contzet and discuss our profect with them.

ihe birt: records of Onoudaga County were surveyed by a staff member, and
the names of those mothers who fit our criteria were noted. Another source of
names was the YWED (Young Mothers in Educatfon) Program. They provided us with
the nazmes of yrurg, uvowed mothers who planned to ko= their chfldxen

The sanmple coasisted of families in which the mothers were without a high
school edpcation, or a skilled occupatfon. The family income was less tham §5,000
8 year. 1{ the tather was living in the home he had to have a high school education
or less. The study child was efther the first or second born, and {f he was a six
month old entrant into the nursery part of the program, strict medfcal restrictions
~ere oheerved. Children were accepted who: 1) vefghed more than 4 pounds, 10 ouunces,
2) had po respiratory prodlems, 3) were single births, 4) were not born by cesarean
section, 3) hed motkers with no chronic fllness, 6) had mothers that suffered no
‘ipertereio~, toxemfa, or other complications during her pregnancy. The mothers
were echtzcted by letler once it had been established that they fit our criteria.
“his comtact wvae rapidly followed by a personal visit from a CDT who described th-
progran in &ctail.

TISTIATIAN PROGRAMS

Tre-atai. During the first five howe visits to the prenatal mother, much emphasis

¢ olrced upoa the outritional needs of pregnancy and lactation. 1In addition to

<
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obtaining dietary information from the mother, the CDT also teaches the mother
how to select an adequate diet from the Four Food Groups, makes her awarc of
bargains and smart shepping tactics, and, if necessary, shows her how to prepare
food. The CNT discusses with th mother whether or rot she will nurse the baby,
and, whun appropriate, helps plan an adequate diet for the mother during lactation.
when ncecessary, emphasis on ciet may continue througheout the three-month prenatal
visit period. Dietary intake records taken for a 24-hour period each week are
cvaluated reguiarly by the nutritionist. These records help her to better advise
the CDT's on necessary changes or additions to the pregnant woman's diet. It also
gives 1 dietary profile for the last three months of the woman's pregnancy.

The cognitive nceds of the infant are not stressed during the first few weeks
of visitation. Instcad, stress is placcd upon the medical, emotional, and material
nieos of the mother and the new-born. It formal but intensive dfscussions of the
divelopxental progress of infants during the first year of life also take place.,
During the last few weeks prior to the child's birth, the expectant rcthers are
shown carly sensory experiences and vocalijcing games in prcparation for play with
their expected children.

Jirth to Six Months. Once the child is born, the CDT contfnues to supply the

prther with frformution vhich Jdeals with the emxotfonal, cognitive, medical, and

ratesnal neels of the child. She atteapts to help the tanily understand what to

exneze of their new infant &nd begins the cognitive training ¢f the child with

tiie mother  Materfals used by the CDT's for early cognitive stimulation include

~ordon and Lolly (1967) materials and the John Tracy Clinic (1968) matertals. The
res of each thild fs discussed at weekly case conferences with tha Home Visit

"ircter. At thete conferences additional materials and exercises arc created for

A sovedfic child 'y his €HT and the Program Supervisor.
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Six to 18 Months. During the weekly visits with the mothers of six-month-old

babies the CDT's continue to provide the cognitive and nutritional experfences
explained above. Each week actfivities are presented to the mother, and work cheets
are left with her which explain how the activities can best be performed. Inexpen-
sive cducational toys are made by the mother and the CDT during some of the visits,
and are left there with the mother for use durfng the week. A library of books

for young children has been cstablished and is used extensively. Each week the
trainer takes a new book Lo the home arnd exchanges it for ore she left the pre-
vious week.

A: this time the children are also enrolled fn the nursery school portion of
the program on a hzlf-day basis. The CDT then schedules her visits around the child's
attendance fn school. She also acts as the liafison between the school and the home.
See Figure 1 for a description of some typfcal CDT's visits.

SUMMARIES OF THE HOME VISIT REPORT and the CASEWORK INTERVIEWS

Wee'tly Hlome Visit Report. At the time this analysis was begun, home visits were

being cornducted weekly with 65 mothers and theic infants. Of this nuwber, 45 were
children who had entered the program at six months of age, and the other twenty were
born to rothers who had been visited prenatally by the same trajner. The number of
vieit © to each r ‘ther varied since chiildren enter the progrem at different times
ving the ve-r. “hus, 390 home visit records were analyzed comprising as many as

te vie'ts with one rother, and only two visits with another mother.

The original purpose of the weekly home visft report was to enable us to find

o

1. Fee the mother reacted to the CDT on a personal level.

2. how thoe mother seemed to react to the fnstructions and exercises
thzt the CDT left with the tother.
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3. how the mother seemed to be able to cope with Th: frstructiom: that the
CDT gave her, i.e., whether or not the mother oould and wmuld do the
exercises yvhile the trainer observed.

4. how many adults and children participated in the trzining-

5. how many interruptions occurred during the wisit.

6. what materials such ¢s books and edvcationel turys szemed ta be available
for the child.

7. how the mother seemed to feel about the prograw od Rur rule ia it.

LR e N e e e b kT P e S,

The questions that follow represent aress rf ohatraed Bellauier when we fourd
some differentiation in behavior among subjects. The dirlz regurted under each ques-
tion are sumnarizatfons of the responses recorded on mary aof the differeat itoms on
the visit report. The complete Weekly Home Visit Reprat £¢ faumd in Appendix A.

It contafns the frequency of responses to the verious fzems.

-

What was the mother's reaction toward the CDT's wisiz?¥

During 90 per cent of the visits, the mothers grezted the COT's warmly, were
veceptive to what the CDI's had to say, and were corprziive. Far a short period
of time only five mothers continued to be disinteresiaf. Thep sevmed merely to
tolerate the €7's visit. Even thie attitude changel &f tht €OT made repeated visits.
Ahout 80 per cont of the mothers were interested, arked qmstions, and listemed to
what the tra“uers had to say. The visits conducted fir ar atvwauphere of disinterest
and borecdom were concucted with only {ive mothers.
What wes the mother's reaction when asked to 80 wxrioms esgovfses’

The malerity of the mothers would do the erercises sliwx asled to do 30 by the
CPT's. Only three mothers refused to do the exercises 22 2ll. Cwe of these mothers

- <

». ‘yrad to do them consistently for the first 7 vrisils, Mg thex bdegan to do thew
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when she found that her child responded to her. The refusals of the other thue
mothers showed no pattern in consistency of occurrence.

Who was _present during the visits?

The CDT's conducted most of their vysits at & time when only the mother and
child were present. There were some cases, however, when as many as four to sexem
adults were pres'nt in the room where the visit was taking place. Whentwer tfiene
wvas an addftional adult in the room, one of them was usually the maternal grant-
mother.

Often, there would also be additional children in the room. One DT Diswted as
many as seven other children present in the room at the time of the wisit. ®Ghildren
would often interfere with the mother and baby and would attempt to toke The nstaw-
fals which the CDT had brought for the mother's work with the infant. U1 was afitem
necessary for the CDT to plan specific play activities for the other chilltirer.

Were children's books or educational toys present in the home?

During the visits to the homes, the CDT's would attempt to observe the geewence
or absence of such items. They found that 19 mothers appeared to Luve these metauials
available on their first visits and continued to have them available. JYen mntiucos
had no books available when the visits began, but obtained books later. Eluwer muthers

did not have educational toys available when first visited, but obteinet thew Licer.

vMat_vas the ¢linate in *he home at the time of the visft?

Mring most of the visits the only activity in the room was the :nterartfeor
‘- tween the mother, fnfant, and the CDT. Most of the visites were contuctet sfitfout
delays except for babies who might be asleep vhen the trainer arrived or +he 2l
as _ep shortly thereafter. 1In general, the visits were conducted with 2 mirimel

axru-t eof {rterrustions.
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CDT Casevorx Interviews. The fnformatfion reported below surmarizes weckly

casework interrviews detween the CDT's and the Home Visit Program Director. These
reports differ greatly from what was reported on the home visit reports. The reasons
for these differences will be discussed a: the end of this section.

Vheo the home wisit program first began, many of the mothers who were visited
had po inter=st irn having someone come into their homes once a week to help then
lezarn how to trzie their chfildren in cognitive skills. Although the demographic
backgriwumis of the mothers in our sample were sfmflar as far as education, occupa-
tion, and income, their concepts of child-iearing and their interest in our program
veried greatly. Some mothers, when recruited, were immediately interested in the
program 2¢ a neass of afding thefr children and saw it as helping them achieve
goals they bhad been umable to attain withcut assistance. Others were not jnterested
in either the program or the CDT's. The latter group included many extremely young
mothers who were still fn high school and looke¢ upon the Chfldren's Center program
2s merely &xcther way to relfeve their own mothers of caretaking pressures. The mere
mention of takirz a2 hour a week so they could learn to be better mothers was repulsive
to then. The CUT's were told to talk to a grandmother, a baby sftter, or another
relative becavse the mothers "didn't have time for them." The CDT's, howvever,
fasisted thset they would work only with the mothers,

The CIT"s bave charged their visiting times to evenings, Saturdays, and Sundays,
if thote zre the coly times the mother could be seen. CDT's have visfted for two,

t' ~ee, or four hours at a time {f a need for longer vigcits was felt by the CIT or
e, -ssed 3y 1%e mother. CDT's have taken the mothers for clinic appointments, have
wvaited ‘n ldocior’s offices, and have helped ease problems with the welfare or proda-
tism offices. VWren a nother had a prodlem or was not participating {n the progran,

t%e CJT ofter relvrroed to the house many times during the week.
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In interviewing the CDT's, a varicty of living patterns were discovered. Many
of the mothers were between the ages of 13 to 13. Some of them lfved alone with
thefr child, but the majority of them lived fn larger, more complex units which
included a varfety of relatives. Most of these mothers are dependent on their
famflies for financfal support and on their mothers for emotfonal support and
child care. It has become fncreasingly evident durfng this past year that a great
deal of work and teiching needs to be done with the grandmothers as well as the
mothers. We have found cliat the CLT's must find ways to work directly with the
mother of the child which do not alienate the grandmothers. The methods and
fnstructions given by the CDT's differ in many ways from the way the grandmother
raised her children, and unless she {s convinced tha¢ the newer methods are better,
the mother of the child will never becom« fully involved in the program. When the
grandmothers are convinced that this will help their daughters to become better
mothers, the problems of involving the mothers {n the program are not necessarily
recolved, but they are lessened.

In many cases where the mother of the c¢hild was resistant to suggestions mzade
by the CDT about the nutritional, emotional, maternal, and cognitfve needs of the
child, consultation with the grandmother often brought about the desfred changes.
This method of operat{on must be used sparingly, however, so that the mother does
not percefve that the CDT and the grandmother atre {n collusfon.

The interviews with the CDT's make clear the complexities of life and the
multiple problems with which many of our mothers are faced. The interviews also
rake evident the need for the Center to broadly define its service role. The proto-
cols of two mothers illustrate this point very well.

When one mother was first contacted, she readily agreed to allow her child

*> participate in the progran. She had given birth to another child a year previously,
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and saw her child's participation in the program as something that would ease her
caretaking load. When the CDT arrived at the house on the first few visits, the
mother would not answer the door. The CDT did not give up. She returncd many
times during the week at various hours, and slowly, by her persistence, understanding,
and concern, gained the mother's confidence. This mother did not seem to conceive
of herself as a mother at all. She was overwheimed by motherhocd and stated that
the children were just '"too much trouble.” The CDT became almost a mother to this
woman and she displayed an interest and a pride in the young mother's accomplish-
ments. Eventually, the mother began to exude some pride and confidence in herself
and she eagerly awaited the CDT's visit so that she could show the CDT what she had
been teaching her child.

This pother's enthusiasm continued for some time, and her child attended the
Center with some regularity. The Center's physician discovered that the child had
a serious ear infection. On the physicfan's udvice and through the constant prod-
ding by the CDT, the mother took her daughter to a clinic. There, the ear infection
was diagnosed and tveated. When the ear infection had cleared, the baby made rapid
advances in areas in which she had heretofore made little progress. It was found
out that the ear infection had affected both the child's hearing and equilibrium,
and this had probably slowed down her development. The mother's confidence in and
enthusiasm about the Center was increased by this incident.

Then the mother's attitude changed drastically. She stopped working at home
with her baby, and she becawme irsolent and unpleasant to the CDT. The child's
attendance at the Center became erratic. It was learned that the mother was pregnant
asgain, and it seemed that she could not cope with a third pregnancy in less than

three years. The mother's health deteriorated, and the father of the child left
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the home. Along with these factors, the mother's house antl attftude generally
deteriorated, and the mother seemed to be in a state of geweval emvui. The CDT
is presently searching for a home aide to relieye tihis msther from some of her
home obligations and caretaking duties until the mother giows Bigth next month.
The CDT feels that there is still hope for this motther"s au¢foe re-entry {nto
the pregram once the new baby is born and the muther"s health has retorned to a
somewhat more balarced state. 1In the meantime, the €T iis comtimying with the
home visits, and is attempting to help the mother ocope wiith sfe myltitude of
troubles which have beset her. By constantly being present, the CDT fs also
attempting to show this mother that there is st311 av element of constancy in
her life.

The second protocol involves a mother who fully cewpersted wfth the CDT at
the beginning of the home visit work. The mother wmas alweys fome and ready to
dc the activities when the CDT arrived. Sudienly, the motfier moved {nto an apart-
ment of her own and she became unavailable (the mother fradl puwﬁmry bBeen I{ving
in her mother's home). The mother continued to send her san te the Center, bdut
she would not answer the door when the CDT called. The I wowld gain entrance
only when she went with the Center's driver as te delfimered the child co the
home. When she did get into the home, the mother was amplessme, and would not
do the exercises, and she would barely listen to sthet tfhe CBT w¥s saying. After
a few weeks of persistence on the part of the TIT, the muther gsegezled that she
was pregnant again. The mother was very upset zbowt tffis, and Ker confusion was
compounded by the fact that her husband had been sent t® poiisam seven months
sreviously. The mother was concerned and worried s#bout the gesetfonsg of peosnle
to her new pregnancy. Once the mother realirzed that the €T wowld not place a

iudgment on her, the mother returned to being the same cwsperative person she
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had been in the beginning, and the CDT has had no further trouble in finding this
mother at home. This CDT feels that whenever a mother becomes resistant and changes
her behavior, there is good reason for it; if the CDT is patfient, the reason will
become apparent and then the trainer can help the mother in dealing with her prob-
lems.

A Comparison of the Home Vigit Reports and the CDT Casework Interview. In look-

ing at the data received from the home visit reports in comparison with the CDT
casework interviews, we feel that the home visit reports did not give a complete
picture of the development of the program nor did they amply describe the involve-
ment of the mother with either the program or ker child. We found that we had
received only a limited view of these relationships. The home visit reports
seemed not to have been structured in a way that would differentiate between the
minimal social graces most people would extend to a visitor in their home, and
more basic feelings and actions. They did not portray the problems of establish-
ing rapport, the difficulties in finling the mothers at home at the appointed hour,
nor the time and effort required to get mothers to do the activities each week.

A data collection method needs to be-instituted which is sensitive to the relation-
ship between the CDT and the mother, the mother and her child, and the mother and
the center. If one only looked at the home visit report cata one would be under
*he impression that we are dealing with an ideal population actively interested in
the program, which listened without reservation to the CDT, and worked actively
with their children from the very first visit. The following case history is an
example of the discrepancy between the weegly home visit reports and the CDT case

interviews.
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One young mother entered her second child into the program when he was two
months of age. He was to enter the day care center and the home visit program when
he was six months old. When he came of age, the CDT arranged an cntry date aund a
time for the child to be picked up by the driver. When the driver arrived, neither
mother nor child appearcd. The CDT went back later and was told that the mother had
overslept, but would try to get up earlier the next day. It was two weeks before
the baby finally entered the center. His attendance has always been poor since the
moth2r continued to oversleep. When the CDT would come for her appointments, the
mother would just be getting out of bed, even though the visits were scheduled for
the afternoon. During each visit, the mother was as friendly and cooperative as
she could be. She would listen to everything the CDT would say; she would agree
with suggestions made; she would do the exercises which the trainer asked her to
do; and she would '"resolve" to do that which the CDT had advised. However, once
the CDT had left the home, all was forgotten and neglected until the next visit.
The CDT would come from each visit completely drained and discouraged, not from
the attitude of the mother during the visit, but from the obvious neglect of the
infant. The child would be left in the living room while the mother slept. When
the CDT arrived the child was obviously unfed and unchanged, and showed signs of
having cried for long periods of time.

Most of the mother's noninvolvement with her son and her lack of interest in
changing was not recorded in the reports. During each visit this mother was very

nice, listened "attentively,"

rarely had other adults in the home, and proceeded
through the visit with few delays or interruptions.
The home visit record does not reflect the number of trips a CDT must make

to a home before a visit can be completed, since it is only filled out at the end
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of a completed visit or at the end of an entircly unsuccessful week. It does not
show the array of reasons given to the CDT by other relatives or by the mother her-
self at a later time which excuse the mother's absence from the home at the appointed
time. It also does not describe the bag of tricks used by the CDT's in order to just
get into the homes. When one CDT did not get an answer to her knocks on repeated re-
turns to a home vhere she was sure the mother was in, she went next door and used the
phone. When the mother answered, the CDT told her she was next door and would be
right over.

The home visit report does not record whether the mother has actually been doing
the activity during the week. It merely tells the reader if the mother can remember
them or if she has trouble understanding them. It does not record the development
of the attachment between the mother and the child once the child begins to learn
something directly through his mother's efforts. It is evident from interviews with
the CDT's, that in the beginning many mothers consider their efforts to teach their
child futile, until in one way or another the baby begins to respond.

One mother's disbelief in the purpose of the program and her resistance to effort
to demonstrzte its effectiveness were so strong that it is difficult to understand
vhy she consented to participate in the first place. She may not have understood
the necessity for her full cooperation. On the first and second home visits she
thought that the program was good for her, but would not do any of the activities
with her daughter and thought that they would not do any good anyway. ,b On the next
four visits she became increasingly resistant and verbally expressed the fact that
she didn't care for the program at all and thought the activities were nonsense. The
a7, however, continued to use various imethods to try to interest her. She took added
interest in an older son tha; the mother had considered backward and designed activi-

ties to do with him so the mother could observe his progress. The CDT took the mother
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and her two c¢hildrem to a nearby park so they could have an hour or so of relaxation
without "teachieg.™ She spent other times with the mother just talking about any-
thing the mothwr wanted to talk about. From these talks, the CDT discovered that

the mother was experiencing a stressful scparation and rcunion with her husband,

and was entertaining the idea of putting one or both of her children in foster

howe carc. Twring the regular visits, the CDT continued to work with the study

child doimg the activities, in addition to explaining them to the mother, and attewpt-
ing to get her to Jdo them herself. The mother slowly began to see a change in her
daughter. She a2lseo became aware that her daughter was doing things which her son

haé not been abdle to do at the same age. One day when the baby was resisting the
efforts of the CDT, the CDT asked the mother if she would just try the activity

with the child, simce the daughter knew her better and would be more likely to
respond to her efforts. Reluctantly, the mother tried it, and to her surprise

her daughter immediately responded. From this point on, the mother's involvement

in the program imcreased and she developed pride in her daughter's accomplishments.
Within the mext few visits the mother began reporting that she thought the program
was "great.” The problems with this mother and with her relationship to the program,
to her dzoghter, and her older son have not completely disappeared, but they have
lessened corsiderably. OQuce the child responds to the mother's teaching efforts,

tte mother's prife znd coufidence emerges. This has been reported repeatedly by

the CDT's. The more the mother does, the more the baby responds, and the more the
taby respopds, the more the mother does. The CDT's have come to look for this inter-
~ction. cince it seems to Be a critical poiut for the invelvement and interest of the
m. .*«r in the prograr. It is unfortunate that this critical point of involvement is

wissing from th~ weekly report forms.
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SUMMARIES OF THE NUTRITION QUESTIONNAIRE
Mothers' Eating Practices.

Two hundred forty dietary record forms have been completed for 31 prenatal
and lactating subjects. Many of these clients have been visited by tlic CDT for
three months with weekly food intake records. Intakes are evaiuated each week
in terms of food groups and afford a kind of dietary profile for the last three
months of pregnancy, which the CDT uses for teaching the woman how to improve her
diet. The intakes will be analyzed for specific nutrient content--particularly
protein. The nutrient content in turp will be related to other parameters such
as birth weight, length, and IQ.

We find that special diets, especially weight control and sodium restriction,
are frequently recommended by the local climics to our prenatal clients. Almost
65 per cent of the prenatal subjects were placed on special diets during their
pregnancy and/or lactation. Over 48 per cent were placed on sodium-restricted
diets, over 45 per cent on weight-control diets, and about 10 per cent on various
other diets. Some women were placed on both weight control and low sodium diets.
We find that these diets are poorly understood and rarely followed. When necessary,
the nutritionist consults with the prenatal clinic about the dietary prescription
and carefully instructs the CDT to help the client make the necessary modifications.
Tf{ requested by the CDT, the wutritionist will visit the paticnt with the CDT to
reinforce the teaching. Over 87 per cent of the women report taking some form
of dietary supplement, but considerable confusion exists about whether the vitamin
preparations contain iron or calcium suphlementation.

Over 45 per cent of the women reported that they received donated foods (13

officially, and one from friends). The CDI's record the frequency of the use of
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available donated foods and help the women to utilize infrequently used foods. Since
over 33 per cent of the prenatal subjects reported that their meals were usually pre-
pared by their mothers or other relative, the CDT's frequently had to advise other
family members in how to best utilize donated foods and/or prepare special diets.
Thirteen of the prenatal subjecis reported that they ate one or more of the

following items: laundry starch, clay, seeds, unusually large amounts of ice (at
lcast one tray a day) or othker nonfood items., The reported frequencies are:

ice - 13 times by 8 subjects

seeds - 12 times by 5 subjects

laundry starch - 9 tiwmes by 5 subjects

clay - 1 time by 1 subject

baby powder and
other itemns - 2 times by 2 subjects

Infant Feedirg Practices.

Included in this section of the paper are summaries of the answers to a nutri-
tion questionnaire regarding infant feeding practices. Approximately 300 forms
dealing with the diets of 73 infants were completed by eight Child Development
Trainers during the period November 1969 to 1970. Data was reported at weekly
intervals for the first month, and then monthly for the first year, except for
the fourth month. The infants were divided into two groups according to their age
at entry i'to the program.

Group I, group of expectant mothers selected in their sixth month of pregnancy
was visited by the CDT's weekly for the remainder of their pregnancy. Nutrition
ard health education was a major part of the instruction during this period.
Following the birth of the babies the CDT's continued to visit and instruct the

mothers in a variety of areas centering around the emotional, intellectual, and




-]7-

physical health of the infants. The 28 infants in @Gnoup I menuesent the babies

born to the cxpectant mother group from Novembe: DBEY tw ¥ey [373. There was con-
tinuous entry into this group, as well as some canpellsd agmrintments. These factors
account for the differences in number of infants repmrted em at each age pericd from
onc week to three months.

Group 1I, group of mothers of five-and-one-half to Fiv-mmth—ald infanrs was
recruited for participation in a program that inchufadl hmme wisitation by CDT's as
well as half-day attendance of their infants in the dmy cawe gregram at the Chilclren's
Center. Group II represents the 45 infants who emtered this phase af the program be-
tween November 1969 and May 1970, and included deta an imfarts at the varicus periods
from 5 to 12 months. Table I contains the responses mestt flrequently scored oa the
nutrition questionnaire at one month and seven momths. These responses are repre-
sentative of the responses scored at the other data cvllzctiion times. The summaries
that follow represent typical responses to the twemty-thmee item questiomnaire and
are presented to help describe the feeding habits ©f the grogram families.

B e e e ————

Insert Table 1 zbput hexe

G S e o e e

How much milk or formula was on hand for the baby?

Qur first concern was to make sure thet food was aweilzhle te the infant. In
almost all instances the CDT's reported at lesst & dey"s sapyly or more of milk or
“ormula on hand for the infant. When this was mot the czre, the COT checied te be
surc that the mother had sufficient money or rreditr to pumefizse the milk or formmla
and could get to the store to do so. If thirs was mot presible, the (DT found a2 way

to get the mother some milk, even once or twive "hormowiwg" commercizl formsla from

the Center.
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Who usuvally feeds the biby?
Most of the mothers report feeding their babies most of the time, it there
were a few babies who were fed primarily by a grandmother, father, wother melative,
or nonrelative. The request for feeding information in itself changed tihe haliiits
of many mothers. The ability to give the CDT a 24-hour record of the infamt"s
food intake helped make the mothers realize that it was good to know what foxmds
th~ bibies were fed when they were with a babysitter or with anotfher caretsiler..
They were surprised to find out that their practices differed from those of e of the
other people who took care of their child and used this new knowleilge o fettter
coordinate the child's diet.

How many times a day does the baby usually eat?

As would be predicted, the younger the infant, the more fregquantly he was fad.
During their first three months most of the infants were fed every 3 v 4% hmms,
whereas by five months they were fed 3 to 4 times a day. Only fhe extwemes of
frequency of feeding were discouraged by the CDT's. Those mothers stho fed dhefir
babies every 1 to 2 hours because the babies were awake or crying were enommsgsd
to play with them, to do their cognitive exercises, or even to give them sme wter..
The others were encouraged to space formula feeding 3 to 4 hours apart. At tfie
opposite extreme a few mothers fed their babies less than three times a dey, and
they were urged to give at least four feedings to the infant. TEight of tthhe tem
infants who were twelve months old were fed three or four times a day.

Wao toll *he mother what to feed the baby?

After their babies were two morths old very few of the wmothers =seid they follosed
th» advice of any medical professional when it came to deciding swhat tp fend the Baliy.
Neither did they report accepting the paraprofessiconal's suggestions. By the time
the infants were three months old at least half the mothers decided themselhes whet

te feed the baby.
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Was the baby ever breast-fed, and if breast-fed does the mother ever feed the

baby a2my other kind of milk?

Durimg the early home visits to the expectant mothers it soon became apparent
that very fev of the mothers planned to nurse their babies. This was clearly shown
in the answers te these questions. Six of the 28 infants in Group I (21 per cent)
were breast-fed; four for two weeks, one for one month, and one for twe months.
On'y ome of the breast-fed infants was not frequently given a supplementary foromula.
Orne 13-yezr-old motber reported nursing her baby only at night so that she did bot
have to get cut of bed to feed him.

Six (13 per cent) of the mothers of the infants in Group II reported having
breast-fed them--two each for one week, one month, and two months.

A decreased fmcidence of breast-feeding in the total population, ss well as
in the low-imcome groups has been observed by many investigators (Fomon 1967,
Robertsom 1961, Newsom and Newsom 1962, and Salber and Feinleib 1966).

Vhat kind of milk or formula is the baby fed?

Durimg the first week all of the infants in Group I were fed a commercial for-
mulz, evenm if they were Being breast-fed. With the exception of one irnfant this
also applied to the second week. During the first three-month period three infants
received 2 hone-mzde formula. Two of these formulas were made from evsporated whole
¥i ¥, 278 oz frow evaporated skimmed milk. One infant was fed whole cow's milk
from the zge of ome mouth.

By five mooths at Teast two-thirds of the infants were receiving regular shole
m’1%. TIrfregrent wse of evaporated whole milk was reported. This practice is
s'r:ilzr to thet veported by Fomon (1967). 1t is unfortunate that at this time we
¢ not have cverlzppicg time data from Group I and I1 so that we could understand
o3 the cherge Srow commereizl formula to whole cow's milk took place. Obviousiy

~zv=221 ferm-Tzs w2re prescribed by the hospitals when the mothers were disch.zrged

2less of their economic status.
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With only two exceptions, one brand of commercial formula was used. The con-
centrated liquid form of the formula was usually used with an occasional use of the
"ready-to-feed" typc. The hospitals in this area have been part of a study sponsored
by the company who produced this particular brand. Evidently this brand was the sample
given at the time of hospital discharge and was automatically continued by the mothers.
The cost varied from $.29 to $.39 per 13-ounce can for the concentrated liquid form,
and from $.53 to $.65 per quart for the ready-to-feed can. At the same time, evapo-
rated milk was available for $.18 to $.20 per can.

Except for the first week after leaving the hospital, most of the commercial
formula fed to the infants did not contain iron supplement. Only six mothers report-
ed feeding any other kind of milk or formula when the commercial formula was used.

How was the baby fed?

Most of the mothers who were feeding their infants solid food indicated that
they were using a spoon to do so; however, the CDT's reported that a few mothers
put solids--cereals, fruit, vegetables--into the infant's formula and punctured large
holes in the nipples so that he would be able to suck it out. The mothers stated that
with this method they were sure the infant got all the food and they found that it
was less time-consuming.

The spoon appeared to be introduced during the first three months, and the cup
¢nring the last six months of the first year. All but one of the infants in Group II
~orz still receiving at least one bottle per day at the end of their first year. CDI's
4i¢ not discourage bottle feeding during this period as long as the mocther was also
~ffering the cup or glass to the child.

e i3 the Saby usually fed?

"o data for the first three months indicate that all but two oi the babies were

~¢r 111y fed while they were in someone’s arms. Because some of our families did not




-21-

have a high chair, older children were frequently fed while sftting on the feeder's
lap. Feeding time was cmphasizced by the DT as an excellent opportunity to cuddle
and love the baby, to talk to him, and to develop a closcness between mother and
child. Propping a bottle in thc crib was Jiscouraged as a poor way to develop
cmotional ties as well as possibly being dangerous for the young infant who might
choke.

What is the food (other than mflk) which {s lly fed to the 147

Although two infants were fed familv food or commercial junior food during the
second month, most of the infants did not 1ecefve these foods until after the fifth
nwonth. At this time tle trausition from milk and formula appeared to be to regular
family foods as well as to commercial junior food. From eight months of age, approxi-
mately onc-third of the fnfante were receiving only food from the famfly table, and
in relatively few cascs was it indicated that this food had any specfal treatment
such as mashing or straining. 1It was not unusual for a mother of a six- or seven-
month-old to report feeding the fnfant chunks or siices of meat,

The CDT's encouraged the mothers to fix appropriate food i{n a manner that the
various aged fnfants could handle, but it seemed extremely {mportant to many of our
nothers to have thefr infants on "adult food'" as soon as possible. When we have an
cpportunity to aralyze the dfetary fntake records for this group, we predict, as
‘thers Lave found (Ho and Brown 1970, Beal 1957), a reduction f{n calories and other
nuiricrts screwhere between the 4th end 6th month. This reductfon in nutrients will
cortinue uvntil the infants adjust to the {lavor and are able to bite, chew, and
swaliow sufffcient quantities of the "new"” diet. One might raise the question of
*~.:t is gained from the early introduction of solids fif this decrcase oceurs. This
“terease is especfally true as far as fron requitements are supplicd, hence plans
‘re being made to corprre hemoglobin levels of the infants whon they entcr the Center

¢iv —onths, and egain at nine and 12 zonths.
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How often doecs the baby eat varfous foods?

As reported by other fnvestigators (Butler awt! Kelman 1994; Filer and Martinez
1964) solid foods were fntroduccd to the fnfants 3 = oury early age. By three weck
almost half of the infants were befng fed corcel and o ¢ivied of chem were also gettf
fruft., Since this practice was not cncouraged by ghw €% and fnd not been recom-
mended by a physfcian (it was usually et least six wiwids sfter Bfcth before the {nfa:
were taken to clinfcs), the decisfon to do this wer gestufly mude by the mother.
Guthric (1968) lists s¢veral reasons mothers give fow the easzly {ncroduction of soli«
Some of thesc rcasons are so that the baby wiil: sleep tAzcugh the nfg'.c, grow faste:
and avoid anemia in later childhood. She also prinds ene, Rowever, the scarcity of
experimental cvidence to support any of these theories,

Vegetables and meats followed cereal ané frufts fato the dfecs of the infanty,
and by sfx months approximately 90 per cent of the Safhfas vere rece{ving cereal,
fruit, vegetables, and meat. Since most of the feofs fmirofuved during the first
six months vere commercial baby foods with relstively high sodfam content, ft {s
frmportant to gafn a better underst:nding of the relegfone?ig of Righ sodfum intakes
and hypertensfon (Guthrie 1968, bDahl 1968).

By six months, breads, crackers, cookies, ugps, oBinstfon dishes, {ce cream,
puddings, cakes, pies and candy were being fed to mere that half of the infsnts.
Nuts were not being used as infart food. Boliled weter ers fed €6 Infants under
titee moaths, but not to any extent efter five womte, %avt ¢f the {nfante were
rot given fruit juice until 5 months of age. At thie¢ tfaw they vers sls0 fed soft
crinks, sugar vater, and Kool Afd. Beer, wine, ant shistey vete oecasionally fed
‘e a g=211 nuber of infants after five months.

¥ith one exception (catnip to s threesweek-olf), sw mnfens items wete repotted

¢ 'asumed by any of the infants under fout monthe. The aldee fafaes (5-11 months)
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consumed many nonfood ftems. Paper was caten fifty-five times (by 20 children
frequeni y). Other ftems eaten were: wood (11 times), clay and dirt (nine times),
sceds (six times), and starch (two times). Additional ftems such as cigarette butts,
ashes, dust, and thc catnip were also reported eaten by the infants.
Does the mother add any salt to the baby's food?

Although none of the mothers of infants under four months reported adding
salt to the baby's food, the fact that the infants were fed commercial baby food
which had sodium added to the processing would indicate that the infants® dicts
were high in this element. Mothers of the older infants reported adding salt
more frequently to the infants' diets, and between 30 and 40 per cent of those
infants over six months had salt added to whatever was already in the commercfal
baby food or what was used fn the preparatfon of regular family food. As pre-
viously suggested, {f thie s a problem in later hypertension (Guthrie 1968, Dahl
1968), mothers need to be made wore aware of the possible harmful effrcts of this
practice.
Symmary cf Nutrjtion Section

At the time of this analysis, 300 forms acquired from rothers of 73 infacts
were sumarized. Twenty-eight of the babies were born to prenatal rothers, vhile
fotty-five wrte children vho entered the program at six months of age. The obtafn-
ing of a 24<hour food intake record from the mothers helped to make them avare of
the food her child was cating. The majority of bables in the program were bottle-
fed badie<! twelve mothers reported that they had breast-fed the'r infants, with
nine of these stopping at one month. With only two ~xceptions. one brand of com-
~tcfal formula vas used throughout the perfod of formula feeding. Most of the
i~fante JJ ot tecefve fanmily feod ot junfor foods until after the fifth month.
Lt othie time the transitice appeared to b mainly to regular family food. Very
‘ew mothers caid they followed the advice of any wedical professional after their
Tt vezehed “1e mecond month of life. At least half of the wothers reported that
they decided what to feed theit babies.

ERIC

IToxt Provided by ERI



-24-

The spoon appeared to be jntroduced during the child's first three nonths,
and the cup during the last six months of the first ycar. The introduction of
solid foods usually came at a very young age and usually without the advice of
a physician. By three wecks almost half of the infants were being fed cereal, and
a third of them were also getting fruit. Vegetables and meats followed in sequence,
and by six months approximately 90 per cent of the babies were receiving all of these
foods. By six months of age, breads, crackers, cookies, cggs, combinmation dishes,
fce cream, puddings, cakes. pies, and candy were being fed to more than half or
the fnfants. It was suggested that carly fntake of salt and later problewns of
hypertension be studied.
IMPLICATICNS AND CONCLUSIONS

Our experfences in the past months have made it cvident that any program that
presumes to care for the needs of multi-problenn families must be extremely sens{tive
to the basic problems facing thesc families. Just to keep from suficide and other
less obvious forms of self-destructfon i{s a credit to the strength and resfliency
of the familfes. The economic exploftatfon, the legitimate fears of dafly harm,
the constant affronts to their dignity, and the witnessing of brothers and sisters,
sons and daughters, moving to drug addiction and lives of crime are ever present,
hut still they survive and try to make 1i{fe better for their fnfants. We have
'eatned that problers change dajly, and that those that are seemingly solved for
avhile can return with even greater intensity. It would be presumptuous to claim
ihat the CDT home visft program was an unqualiffed success. We ‘0 feel, however,
tht {t {s & positive gpproach to helpirg peop’e begin to solve some of their
daiiyv problens. We also feel that the CDT has done this in a way which does not

cestroy family pricde, but actually frcreases it.
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The basic assumption we made that each of the families visited wants every-
thing possible for their chfld, and that they are willing to provide ft {f they
know what needs to be donec, may scem to be confirmed after reading the two pro-
tocols included hercin. These protocols serve to show that once the mother's
confidence in the CDT and the program was gained, the mothers cooperated and
cven fnitiated requests for specfal trainfng or fnformatfon. The problem of
initfal rapport between the mother and the CDT was antficipated, was dealt with
by the CDT's, and through thefr constant efforts and presence they have overcome
this problex:. This {s something hard to quantify, yet is something which can be
reported anecdotally by the CDT's.

One conpelling problem which faces us {8 a much needed revisfon of the home
visit report. As stated before, this record needs to show the number of attempts
needed to reach the nother, the excuses given (by the mother or others) for the
mother's absence, the mother's and child's performance regarding the exercises
stie does with her chiid, problems encountered curing the week by the family, length
of the visit--in short, information which will give us a better portrayal of the
visit, and information which can be used by the CDT fn planning future visits for
the fanily. The heome visit report must be made more sensftive to the actions of
the famflies and the f{nfant in order that we msy have a clearer picture of what
went oh during the visit, or it should be abandoned. 1In éddition, a scheme must
Ye developed which would describe the mother's fnvolvement with her child as she
goes through the activities with him,and her own comitment to having the child
perforn in a desired and appropriate manner. Although the CUT's are trafned to
vork with the mothers and children and are not primarfly data collectors, the
direct observational method would be most apposite to describe the mother's
tnvo'vement. This procedure, however, may be an affront to the mothers, and will

prohably not be used.
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A second important point to which the program mgst be aimed is to involve,
wherever possible and applicable, the grandmothers of the chfldren,because many
of the mothers enrclled in the program live with their own familfes and are highly
depenlent upoa them. We have fourd that many of the mothers resisted the CDI's
suggestions and would comply with them only after the grandmother had given
approval. Yhat must be done i{s to involve the grandmothers in the CDT's activi-
ties with the mother and child, perhaps through simultaneous visits with the
grardnother aod mother. Perhaps wr would gain more f{nformatfon concerning the
child from the grandmother, and devise new ways to present activities to the child

and to work with the mother.

A third point of future direction {s to increase the mother's commitment
to her chile's cogoitive development and progress through more fully finvolving
the mother in the active running affairs of the Center's program. During the
past year many of the mothers visited the Center before thefr child started in
the day care program, and sometimes before the infant's birth. They were intro-
duced to those vho wvould be involved with the cere of thefr infants. The CDT's
reported that these visits have made the mothers feel more comfortable about what
happens to their child when he is away from the home, and i{n some cases these visits
have served to increase the mother's interest in her own activitfes with her child
in the howe. The visits to the Center have served as feedback to the wothers in
that thev see replicated many of the home exercises which they perform with their
chilcrer. Plaos are now underwvay to have the mothers take a more active part {in
the zctuzl plaoniog of Center activities, and to have them participate fin classroonm
sctivities. It ts hoped that the Center will becowe a "real” part of their lives,
and thet the Center will exhibit and extend the cultural aspects of the children's

reighderhoods rather than ignoring them.
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Implications from the data reported here suggest that a continued effort must
be made by the CDT's to instruct the mothers iv their own dietary practices as well
as those of their children. This must be started prenatally and stress be placed
on the new infant's dfet for as long as six wonths acfter delivery.

The CDT's must also contfinue to stress the early sensory, emotional, and
cognitive needs of young children. The CDT's need tn have the mothers understand
why these are important, how they as mothers can help to meet these needs, and how
the exercises we give them are instrumental to their child's development.

Although this program is designed for infants who are first or second born,
it was found this past year that problems do arfse with other siblings and the
mothers' attitudes towards them and the program when the sibling f{s nct involved.
The CDT's have found some wmothers expressing guilt at not being able to give their
other child the same advantages as the study child, or conversely, to degrade an
older child because he fs not as "smart'" as the study child. 1t is hoped that
activi:.ies for other ages can be devised and demonstrated for use with older child-
dren. This would allow the mother to work with both children on an equal basis,
and would increase her awareness of the necessity of her involvement in the cognitive

progress of her children.
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Figure 1

Some Typical CDT Visits

Ffrst visit after baby is born:

1. CDT sees the baby and asks the mother if she had avny problems duriimg
the first few days at home with the infant.

2. CDT talks to the baby while emphasizing to the mother the fimprrtanne
nf her doing the same.

3. CDT discusses the mother's health care arrangements for the brty and
stresses the importance of regular health care.

4. The CDT proceeds to take a diet record for both the mother and tie
infant.

5. The CDT presents a few cognitive actfvitfes and discusses what the Baliy

will begin to do fn the next month or so. She emphasiezes the fmprotage
of early sense experience¢ for the f{nfant.

6. The CDT ends the visit informally talking about things which the mothexr
considers important.

J Months

1. The CDT asks the mother if any problrms have arisen during the »msiy.-

2. The CDT completes a dfet record on the infant and discusses any
recommendations which the nutritfonfst may have made converning
the baby's feeding.

3. The CDT asks the mother about the "aby's progress with the ongrities
activiti.s and asks her to demonstrate the baby's progress.

4. 1f the baby seems to be progressing and learning the task glreaty
assigned, the CDT demonstrates a new task. The CDT +:il ususlly
have the mother read the fnstructfions and then asks if there =re
any questions concerning the manmer fn vhich the task is tr be dmmne.
1f the child hus not learned the previous exercise, the TDJ mey &¥k
the mother to coatinue wvhat she has been doing, or show her »eys tr
mare the activity more appropriate to the child's point of develanp-
ment and interest.

f Yonths
%. %hen a child has not previously been visited by a CDT.
1. The CDT §atroduces herself and begins her conversaiions with @
detailed description of the progran. She answers any questions

which the mother night have and tries to show the mother that
she respects her znd wants to be her friend.

7. A JisL r>cord is taken Sy the (DT on the badby. A distussion oS
Jiat infornation on young children follows.




2.

Figure 1 (con:t.)

3. T (DT demonstrates and discusses the cognitive activities that
the baby will be doing in the next few months and describes the
necessity for doing these activities regulariy. Emphasis is
placed ou the necessity for talking to the infant as often as
possible and expecting a vocal response.

L. The CBY demonstrates an activity with thte infant and asks the
mother to try it. In many cases the mother is reluctant to
try, so the trainer will &#sk her to do them duzing the week,
zn? perhaps by the next time she will feel more confident.

5. The COY ends the visit informally talking about things which
the nother considers important.

Vhea the child has been in the program since bfrth.

This visit is similar to the three-month visit presented earlier,
except that the activities become developrmentally more sophisticated,
aod as time proceeds, the CDT does less and less herself with the baby,
a9¢ relies on the mother to do the work. The only time the CLT might
work with the infant is when the mother has a problem understanding the
exact procedure she should follow in doing the activity. This procedure
{s ssed so that the mcther understands that {t is her work with the {o-
fast that is {mportant and that the CDT is just helping her to become
more proficient.



APPENDIX A
PARENT EDUCATOR WEEKLY HOME VISIT REPORT

Mother's Name: Child's Name:

Child Development Trainer:

Col. 2, The

o
= o

-
o S——

visit was

Sucressiully made; mother was at home.

Mother was not at home, but visited with someone.
No one was a'. home: vizit not made,

Someone was al home, but no visit made. -

If you ancwered (3) three or (h) four, STOP HERE! Now go to Col. U
on the last page and finish the report. S&kip items 2,-67. It is not

necessary Lo

Col. 27, The

ofefefsf
i D

Col. 27 The
LT 1 -
; D .
—_ 3 -
10 Ly -
A2 5.
5 4 -
0 T -
34 8-

Col. 28
293 1l -
15 - I
AL 3-
1 | N

rode everything zero.
mothering ore

was warm, receptive, cooperative.

worked with (tolerated)} parent educator.
showed little concern.

made fun of parent educator's ideas.

was openly hostile to perent educator's ideas.

visit was

not delayed.

lelayed due to care of children.

delayed due to housework.

delayed due to eating.

delayed due to talking with friends or relatives.
delayed due to getting dressed.

delayed Aue to sleeping child.

delayed due Lo other reasons.

Today's visit was with

a rother who normally cares for child most of the time.

a moticr who does not normaliy care for the child (prota-ly
rot paid).

someone else wan normally cares for the child most of tne
time (pro:ably paid).

terporary tahysitter -- someone who does not normally care
for the child most of the time (protably paid).

25 26 21

L

28

Note.--These frequencies are based on 590 home visits {nvolving 65 mothers.




Col. 29 How much activity was in the room in which you presented
the exercicec?

1 - Nothing was going on besides the training .
Othe: activities were going on but did not attract
the attention of the saby
4 = Other activities in the room often pulled thr baby's
attention away from the t‘raining.
i - There wac such a greal deal of a~tivity in t,he room

that 1t made 1t diffi~ult to present the exerc ises ____ .

e

Col. 30 How many interruptions were there during the task training period?
351 1 - lone

165 2 - One or two

?1 4 - ''nree or four
31 h - There were almost always distractions in the room.
Col. 31 What was tae wost frequent or longest interruptions?
335 1 - There were no interruptions.

T2 _ 2 - Mothering one had to care for another child.
26 3 - An adult wanted something.

2 L - The phone rang .

5 5 - Visitors care

15 - 6 - The child had to te fed.

33 T - The child went to sleep.

23 & - A distracting TV show, record player, or radio.

Col. 32 During the visit the "mothering one” was

L6l 1 - present all of the time.
92 2 - present most of the tire.
21 3 - present part of the time.
G 4 - not present.
Col. 33 Daring the visit the father was
9 1 - present all of the time.
1 2 - present most of the time.
17 3 - present part of the time.
122 ' = not present.
235 O - no father %n this nousehold.
Col. %4  During the visit the father was
8 1 - interested in ihe training and wanted help.
2f 2 - interested tut did not take an active part.
3 3 - not interested but 4id not interrupt the training.
e L - not interested and interrupted the training for something trivial,
L S - openly nostile against the tra‘ning and tried to Aisrupt : mdfor
discredit i+,
X < - “hought the training was foolish but Aid not hother it.
P - vot licable {no father presgent).
3 not applieca n D

29 30 31 » 33 3k

IERERE

Y




Col, How many :wlulls were in Lne room aurilyy, b wialh ohiner than
you and Lae potnering one?

114 . - one 1t L - four o f - weven
38 2 - two ﬁ 5 « five 1~ € - more tuan gssn
2 3 - three 0 6 - six 370 9 - uo zdhulis grisent otner than

te 2T ardl the mothering one.

“0l. %  How many children vere in the room cwrimg d&e wizit Gc‘bur.t. Tie
child you are working with as one if tihe il was there).

284 1 - one 19 4 - four 1 T - pewsr
125 2 - two [ 5 - five 0 € - more tamu guoen
5'2 % - three ) 6 - six 99 9 - xo wrilduen presert

Colc. 37-12  Wal~h tacke were precented todey? Plave 1ue zeviss rumber {n
<olumns 37 and 38 and the exercise number fo eslum: 39. For
examplﬁ, if you worked with Series YXII-L, ditlie wonld te coded
as 12-4, a 4 : -‘

37 38 39 4o L1 g
[1fz ]t 13 o J: §
GCeries Ex. OGerlies .

Do the same in columns L0, Ll and i@, if z sswoud task was
presented; if not, enter zeros.

Col. L2 How did the mothering one reuact to your Sxstsustiong?
480 1 - Looked at you while you were talging. Juwed questions;

was gttentive.

39 2 - Did other things while you were swowitg Rer Zow to do the
task (ex: straightened child's cloties, lesited arcand the
roor, did houcework) listened parsiwely.

L 3 - Walked out of t%e room while you were exghkinfng taings to her.
6 L - Refused to do task.

0 ¢ - Laughed at andfor scoffed et instrnctious.

9 /, - Embarrassed or shy in performing vefoyre guesyt educator.

13 T - Did not instruct mot .er on auny particvlzer #zax.

Col. kL Vothering one's ability to repzut thz tzgke you grasented today.
li03 1 - fould repcut tusks you had explaimefl 1o Zew.

ok ¢ = “ould do part of the tacke by hersels, ind needed the trairer's
help.

) 3 = Could not repcat tasks you nad erplaixzsd 4o Hev.

9 4 - Zmbarrassed or shy in performing before guomnst educator.

10 5 = PBefused to try the task.
55 £ - Did not ask her to repeat tasks becuupe acxe were g esented.

~ole, LS-L7 uhich tasks were presented on your luet ¥igiiy

Cols. L8-50. PQPlace the series and exercise number iz 4{e grogery colums as
srtown in Jol. 37-39. If this week's yieit 2l a repeated
exercice, tt should still te recorded uere.

]

35 30 37 38 300 M 2 L3 M 4y LD U7 48 ue <o

| 1] HENERDR

Serles | Ex.] Serles Ex.l 11 Serier Zxl)l Ceriss Ex.




Col. 41 lothering one feels that on last week's tasks the child was:

205 1 = hiphly interesiald and successful,
3? o - highly interested but conld not handle materials.
1h4 3 = mildly interested and suecesstul,
33 L - mildly interested bu'o could not handle materials.
25 , - little interested Lu'. could handle materials vhen
urged to. ‘
12 7, = 1ittle interested bul was not avle to handle materials.

7 - not. applicable (new rhild in project).
& - 111 not go over or discuss last weeck's task.

col. %2 ‘'YMmen the mothering one goes over last week's tasks with her
~hild, che:

doesn't know what she is doing.

knows what sne is doing.

not applicable (new child in the project).

did not go over last week's tasks (or there was no tack
or visit last week).

N p
b n
=0 O
[ ]

Col. 53 Wnen the mothering one goes over last week's tasks with her
~hild, she:

5% 1 - gets discouraged if child doesn't do task the first time.
101 2 - is satisfied even if child doesn't do well.
172 3 - tries again even if child doesn't do well the first tice.
(44 4 - tries until child can do it or child gives up.

21 ¢ - continuing task cven after child does well.
134 4 - d4id not go over last week's tack.

5h  Did the mothering one say the child was sick?

Col.
93 1 - she sotd Lthe child was sick.
311 2 - she said the child was not sick.
16 3 - she 1id not say whether the child was sick or not.
If thue mothering one said the child was si~k, explain:

“ol. L5 0id w0 think tne ehild was sick?
g 1 - Yes W2 - 1o

“yplain 1Y .ou have a different idea than the mothering o:ne:




.Col. %%  Communiily services informalion or child growth and development in-
f'ormalion was presented to the mothering one L Lhe pavent cduvator.

T8 1 - Yes__ 8o o - No_

Col. Y7 Reterral wus made (yon nolitied the nursing or other proup to pet
help ftor the parcnt).
5 1 - Yes Y09 2 - Mo
Col. 4¢ Oongrs. nursery rhpmes, Loy making. rhythm games. or other enrichment

materials were presented Lo the mothering one by the parent educator.
317 1 - Yes 237 2 - No_

The ©hill Developmen! Trainer observed in t1e home:

flol. "9 Books 30T 1 - Yes 237 2 ~ Xo
fol. 60 Magazines o77 1 - Yes —  2hg 2 -To
Col. 1  Educational Toys 352 1 - Yes 18 2 - XNo

Col. (2 How was the child generally treated by the mothering one:

123 1 - The child always seems to get its way.

63 2 - The mothering one treats the -hild as if the child were
always in the way.

1 3 - The mothering one often scolds, ridicules. shames or
punishes physically the child.
L } - Both 2 and 3, above.

226 5 = The mothering one listens to the child, compliments the
child' the mothering one and the child seem to really
enjoy each other. )

69 4 - The child was not present.

Col. A3 To what extent do people talk to the child?

254 1 - The child is talked to often. with long descriptions of
everyithing going on.
183 2 - The child is talked to sometimes. but not regularl;.
17 3 - The child is only talked to when someone is giving an order.
L6 ! - No one talks to the child much.
68 Y - The ~hild was not present.

Col. £l Wneu the wothering one gives an order to any of the children
present, she:

lﬂﬂ_ 1 - requests child to do somethingz, giving reason
17 2 - requests child to do something, giving no reason
__h_ 3 - requesis child to do something, with threat.
22 L - orders child to do something, giving reason.
17 5 - orders child to do something, giving no reason.
__ji_ 7, « orders rhild to do something, with threat.
4572 4

- not applicahle (no orders given; no children present: etr.)

5 57 58 50 63 61 fp L3 Al




-

If the child makes gestures and/e= sounds {not words) to show that
he wants something or wants ‘o do something, the mothering one
tipically.

- Respords by doing comething for child.

- Responds with words.

- Ignores child.

5r0lds or criticizes child for not asking clearly.
- Pushes child awvay, etc.

- llo request was mwarde by child in this manner.

NN 20 N
L}

W-ern the child acks a question, the mothering one typicall:

- Gives child a long, detailed, involved answer.
Gives child a short but complete, good answver.
Gives cnild a "get out of my hair" answer.
Ignores or "brushes off"” child.

Child dod not ask a questioén.

e N

Wher. you see the mothering one, what is her attitude toward the
project?

- She thinks the project is great.

- 5he thinks it is Jjust OK.

She doesn't say much about it.

- She doesn't seem to care much for the project.

P ORI ]
]

[
BE

|3
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